Primary care
Putting people ﬁrst
This chapter describes how primary care brings
promotion and prevention, cure and care together in
a safe, effective and socially productive way at the interface
between the population and the health
system. In short, what needs to be done to
achieve this is “to put people ﬁrst”: to give
Good care is about people
balanced consideration to health and wellThe distinctive features of
primary care
being as well as to the values and capacities
Organizing
primary-care networks
of the population and the health workers .
Monitoring progress
The chapter starts by describing features of
health care that, along with effectiveness and safety, are essentiall
in ensuring improved health and social outcomes.
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These features are person-centredness, comprehensiveness and integration, and continuity of
care, with a regular point of entry into the health
system, so that it becomes possible to build an
enduring relationship of trust between people
and their health-care providers. The chapter
then defi nes what this implies for the organization of health-care delivery: the necessary
switch from specialized to generalist ambulatory
care, with responsibility for a defi ned population and the ability to coordinate support from
hospitals, specialized services and civil society
organizations.

Good care is about people
Biomedical science is, and should be, at the heart
of modern medicine. Yet, as William Osler, one of
its founders, pointed out, “it is much more important to know what sort of patient has a disease
than what sort of disease a patient has”2. Insufficient recognition of the human dimension in
health and of the need to tailor the health service’s
response to the specificity of each community and
individual situation represent major shortcomings in contemporary health care, resulting not
only in inequity and poor social outcomes, but
also diminishing the health outcome returns on
the investment in health services.
Putting people fi rst, the focus of service delivery reforms is not a trivial principle. It can require
significant – even if often simple – departures
from business as usual. The reorganization of
a medical centre in Alaska in the United States,
accommodating 45 000 patient contacts per year,
illustrates how far-reaching the effects can be.
The centre functioned to no great satisfaction of
either staff or clients until it decided to establish
a direct relationship between each individual
and family in the community and a specific staff
member3. The staff were then in a position to
know “their” patients’ medical history and understand their personal and family situation. People
were in a position to get to know and trust their
health-care provider: they no longer had to deal
with an institution but with their personal caregiver. Complaints about compartmentalized and
fragmented services abated4. Emergency room
visits were reduced by approximately 50% and
referrals to specialty care by 30%; waiting times
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shortened significantly. With fewer “rebound”
visits for unresolved health problems, the workload actually decreased and staff job satisfaction improved. Most importantly, people felt that
they were being listened to and respected – a key
aspect of what people value about health care5,6. A
slow bureaucratic system was thus transformed
into one that is customer-responsive, customerowned and customer-driven4.
In a very different setting, the health centres
of Ouallam, a rural district in Niger, implemented
an equally straightforward reorganization of
their way of working in order to put people fi rst.
Rather than the traditional morning curative care
consultation and specialized afternoon clinics
(growth monitoring, family planning, etc.), the
full range of services was offered at all times,
while the nurses were instructed to engage in an
active dialogue with their patients. For example,
they no longer waited for women to ask for contraceptives, but informed them, at every contact,
about the range of services available. Within a few
months, the very low uptake of family planning,
previously attributed to cultural constraints, was
a thing of the past (Figure 3.1)7.
People’s experiences of care provided by the
health system are determined fi rst and foremost
by the way they are treated when they experience
a problem and look for help: by the responsiveness
of the health-worker interface between population

Figure 3.1 The effect on uptake of contraception of the reorganization
of work schedules of rural health centres in Niger
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and health services. People value some freedom
in choosing a health provider because they want
one they can trust and who will attend to them
promptly and in an adequate environment, with
respect and confidentiality8.
Health-care delivery can be made more effective by making it more considerate and convenient, as in Ouallam district. However, primary
care is about more than shortening waiting
times, adapting opening hours or getting staff
to be more polite. Health workers have to care
for people throughout the course of their lives,
as individuals and as members of a family and a
community whose health must be protected and
enhanced 9, and not merely as body parts with
symptoms or disorders that require treating10.
The service delivery reforms advocated by the
PHC movement aim to put people at the centre of
health care, so as to make services more effective, efficient and equitable. Health services that
do this start from a close and direct relationship
between individuals and communities and their
caregivers. This, then, provides the basis for person-centredness, continuity, comprehensiveness
and integration, which constitute the distinctive

features of primary care. Table 3.1 summarizes
the differences between primary care and care
provided in conventional settings, such as in
clinics or hospital outpatient departments, or
through the disease control programmes that
shape many health services in resource-limited
settings. The section that follows reviews these
defi ning features of primary care, and describes
how they contribute to better health and social
outcomes.

The distinctive features of
primary care
Effectiveness and safety are not just
technical matters
Health care should be effective and safe. Professionals as well as the general public often
over-rate the performance of their health services. The emergence of evidence-based medicine in the 1980s has helped to bring the power
and discipline of scientific evidence to healthcare decision-making11, while still taking into
consideration patient values and preferences12.
Over the last decade, several hundred reviews of

Table 3.1 Aspects of care that distinguish conventional health care from people-centred primary care
Conventional ambulatory
medical care in clinics or
outpatient departments

Disease control programmes

People-centred primary care

Focus on illness and cure

Focus on priority diseases

Focus on health needs

Relationship limited to the moment of
consultation

Relationship limited to programme
implementation

Enduring personal relationship

Episodic curative care

Programme-deﬁned disease control
interventions

Comprehensive, continuous and personcentred care

Responsibility limited to effective
and safe advice to the patient at the
moment of consultation

Responsibility for disease-control
targets among the target population

Responsibility for the health of all in
the community along the life cycle;
responsibility for tackling determinants
of ill-health

Users are consumers of the care they
purchase

Population groups are targets of
disease-control interventions

People are partners in managing their
own health and that of their community
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effectiveness have been conducted13, which have
led to better information on the choices available to health practitioners when caring for their
patients.
Evidence-based medicine, however, cannot
in itself ensure that health care is effective and
safe. Growing awareness of the multiple ways in
which care may be compromised is contributing to a gradual rise in standards of quality and
safety (Box 3.1). Thus far, however, such efforts
have concentrated disproportionately on hospital
and specialist care, mainly in high- and middleincome countries. The effectiveness and safety of
generalist ambulatory care, where most interactions between people and health services take
place, has been given much less attention14. This
is a particularly important issue in the unregulated commercial settings of many developing

Box 3.1 Towards a science and culture
of improvement: evidence to promote
patient safety and better outcomes
The outcome of health care results from the balance between
the added value of treatment or intervention, and the harm it
causes to the patient16 . Until recently, the extent of such harm
has been underestimated. In industrialized countries, approximately 1 in 10 patients suffers harm caused by avoidable
adverse events while receiving care17 : up to 98 000 deaths per
year are caused by such events in the United States alone18 .
Multiple factors contribute to this situation19 , ranging from
systemic faults to problems of competence, social pressure on
patients to undergo risky procedures, to incorrect technology
usage20 . For example, almost 40% of the 16 billion injections
administered worldwide each year are given with syringes
and needles that are reused without sterilization14 . Each year,
unsafe injections thus cause 1.3 million deaths and almost 26
million years of life lost, mainly because of transmission of
hepatitis B and C, and HIV21.
Especially disquieting is the paucity of information on the
extent and determinants of unsafe care in low- and middleincome countries. With unregulated commercialization of care,
weaker quality control and health resource limitations, healthcare users in low-income countries may well be even more
exposed to the risk of unintended patient harm than patients in
high-income countries. The World Alliance for Patient Safety22 ,
among others, advocates making patients safer through systemic interventions and a change in organizational culture
rather than through the denunciation of individual health-care
practitioners or administrators23 .
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countries where people often get poor value for
money (Box 3.2)15.
Technical and safety parameters are not the
only determinants of the outcomes of health care.
The disappointingly low success rate in preventing mother-to-child transmission (MTCT) of HIV
in a study in the Côte d’Ivoire (Figure 3.2) illustrates that other features of the organization of
health care are equally critical – good drugs are

Box 3.2 When supplier-induced and
consumer-driven demand determine
medical advice: ambulatory care in India
“Ms. S is a typical patient who lives in urban Delhi. There
are over 70 private-sector medical care providers within a
15-minute walk from her house (and virtually any household
in her city). She chooses the private clinic run by Dr. SM and
his wife. Above the clinic a prominent sign says “Ms. MM,
Gold Medalist, MBBS”, suggesting that the clinic is staffed by
a highly proﬁcient doctor (an MBBS is the basic degree for a
medical doctor as in the British 2 system). As it turns out, Ms.
MM is rarely at the clinic. We were told that she sometimes
comes at 4 a.m. to avoid the long lines that form if people know
she is there. We later discover that she has “franchised” her
name to a number of different clinics. Therefore, Ms. S sees
Dr. SM and his wife, both of whom were trained in traditional
Ayurvedic medicine through a six-month long-distance course.
The doctor and his wife sit at a small table surrounded, on one
side, by a large number of bottles full of pills, and on the other,
a bench with patients on them, which extends into the street.
Ms. S sits at the end of this bench. Dr. SM and his wife are the
most popular medical care providers in the neighbourhood,
with more than 200 patients every day. The doctor spends an
average of 3.5 minutes with each patient, asks 3.2 questions,
and performs an average of 2.5 examinations. Following the
diagnosis, the doctor takes two or three different pills, crushes
them using a mortar and pestle, and makes small paper packets from the resulting powder which he gives to Ms. S and
asks her to take for two or three days. These medicines usually
include one antibiotic and one analgesic and anti-inﬂammatory
drug. Dr. SM tells us that he constantly faces unrealistic patient
expectations, both because of the high volume of patients and
their demands for treatments that even Dr. SM knows are
inappropriate. Dr. SM and his wife seem highly motivated to
provide care to their patients and even with a very crowded
consultation room they spend more time with their patients
than a public sector doctor would. However, they are not bound
by their knowledge […] and instead deliver health care like
the crushed pills in a paper packet, which will result in more
patients willing to pay more for their services”24 .
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not enough. How services deal with people is also
vitally important. Surveys in Australia, Canada,
Germany, New Zealand, the United Kingdom and
the United States show that a high number of
patients report safety risks, poor care coordination and deficiencies in care for chronic conditions 25. Communication is often inadequate and
lacking in information on treatment schedules.
Nearly one in every two patients feels that doctors
only rarely or never asked their opinion about
treatment. Patients may consult different providers for related or even for the same conditions
which, given the lack of coordination among these

providers, results in duplication and contradictions 25. This situation is similar to that reported
in other countries, such as Ethiopia 26, Pakistan 27
and Zimbabwe28.
There has, however, been progress in recent
years. In high-income countries, confrontation
with chronic disease, mental health problems,
multi-morbidity and the social dimension of disease has focused attention on the need for more
comprehensive and person-centred approaches
and continuity of care. This resulted not only
from client pressure, but also from professionals who realized the critical importance of such

Figure 3.2 Lost opportunities for prevention of mother-to-child transmission of HIV (MTCT) in
Côte d’Ivoire29: only a tiny fraction of the expected transmissions are
actually prevented
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features of care in achieving better outcomes for
their patients. Many health professionals have
begun to appreciate the limitations of narrow
clinical approaches, for example, to cardiovascular disease. As a result there has been a welcome
blurring of the traditional boundaries between
curative care, preventive medicine and health
promotion.
In low-income countries, this evolution is also
visible. In recent years, many of the programmes
targeting infectious disease priorities have given
careful consideration to comprehensiveness,
continuity and patient-centredness. Maternal
and child health services have often been at the
forefront of these attempts, organizing a continuum of care and a comprehensive approach.
This process has been consolidated through the
joint UNICEF/WHO Integrated Management of
Childhood Illness initiatives 30. Their experience
with programmes such as the WHO’s Extended
Programme for Immunization has put health professionals in many developing countries a step
ahead compared to their high-income country
colleagues, as they more readily see themselves
responsible not just for patients, but also for
population coverage. More recently, HIV/AIDS
programmes have drawn the attention of providers and policy-makers to the importance of
counselling, continuity of care, the complementarity of prevention, treatment and palliation and
critically, to the value of empathy and listening
to patients.

Understanding people:
person-centred care
When people are sick they are a great deal less
concerned about managerial considerations of
productivity, health targets, cost-effectiveness
and rational organization than about their own
predicament. Each individual has his or her own
way of experiencing and coping with health problems within their specific life circumstances 31.
Health workers have to be able to handle that
diversity. For health workers at the interface
between the population and the health services,
the challenge is much more complicated than for
a specialized referral service: managing a welldefi ned disease is a relatively straightforward
technical challenge. Dealing with health problems, however, is complicated as people need to
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be understood holistically: their physical, emotional and social concerns, their past and their
future, and the realities of the world in which they
live. Failure to deal with the whole person in their
specific familial and community contexts misses
out on important aspects of health that do not
immediately fit into disease categories. Partner
violence against women (Box 3.3), for example,
can be detected, prevented or mitigated by health
services that are sufficiently close to the communities they serve and by health workers who
know the people in their community.
People want to know that their health worker
understands them, their suffering and the constraints they face. Unfortunately, many providers neglect this aspect of the therapeutic relation, particularly when they are dealing with
disadvantaged groups. In many health services,
responsiveness and person-centredness are
treated as luxury goods to be handed out only
to a selected few.
Over the last 30 years, a considerable body
of research evidence has shown that personcentredness is not only important to relieve
the patient’s anxiety but also to improve the
provider’s job satisfaction 50. The response to
a health problem is more likely to be effective
if the provider understands its various dimensions 51. For a start, simply asking patients how
they feel about their illness, how it affects their
lives, rather than focusing only on the disease,
results in measurably increased trust and compliance 52 that allows patient and provider to
fi nd a common ground on clinical management,
and facilitates the integration of prevention and
health promotion in the therapeutic response50,51.
Thus, person-centredness becomes the “clinical
method of participatory democracy”53, measurably improving the quality of care, the success of
treatment and the quality of life of those benefiting from such care (Table 3.2).
In practice, clinicians rarely address their
patients’ concerns, beliefs and understanding
of illness, and seldom share problem management options with them 58. They limit themselves
to simple technical prescriptions, ignoring the
complex human dimensions that are critical to
the appropriateness and effectiveness of the care
they provide59.
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Box 3.3 The health-care response to partner violence against women
Intimate partner violence has numerous well-documented consequences for women’s health (and for the health of their children), including
injuries, chronic pain syndromes, unintended and unwanted pregnancies, pregnancy complications, sexually transmitted infections and
a wide range of mental health problems32,33,34,35,36,37. Women suffering from violence are frequent health-care users 38,39 .
Health workers are, therefore, well placed to identify and provide care to the victims of violence, including referral for psychosocial,
legal and other support. Their interventions can reduce the impact of violence on a woman’s health and well-being, and that of her
children, and can also help prevent further violence.
Research has shown that most women think health-care providers should ask about violence40 . While they do not expect them to solve
their problem, they would like to be listened to and treated in a non-judgemental way and get the support they need to take control over
their decisions. Health-care providers often ﬁnd it difﬁcult to ask women about violence. They lack the time and the training and skills
to do it properly, and are reluctant to be involved in judicial proceedings.
The most effective approach for health providers to use when responding to violence is still a matter of debate41. They are generally
advised to ask all women about intimate partner abuse as a routine part of any health assessment, usually referred to as “screening”
or routine enquiry42 . Several reviews found that this technique increased the rate of identiﬁcation of women experiencing violence in
antenatal and primary-care clinics, but there was little evidence that this was sustained40 , or was effective in terms of health outcomes43 .
Among women who have stayed in shelters, there is evidence that those who received a speciﬁc counselling and advocacy service
reported a lower rate of re-abuse and an improved quality of life44 . Similarly, among women experiencing violence during pregnancy,
those who received “empowerment counselling” reported improved functioning and less psychological and non-severe physical abuse,
and had lower postnatal depression scores45 .
While there is still no consensus on the most effective strategy, there is growing agreement that health services should aim to identify
and support women experiencing violence46 , and that health-care providers should be well educated about these issues, as they are
essential in building capacity and skills. Health-care providers should, as a minimum, be informed about violence against women, its
prevalence and impact on health, when to suspect it and how to best respond. Clearly, there are technical dimensions to this. For example,
in the case of sexual assault, providers need to be able to provide the necessary treatment and care, including provision of emergency
contraception and prophylaxis for sexually transmitted infections, including HIV where relevant, as well as psychosocial support. There
are other dimensions too: health workers need to be able to document any injuries as completely and carefully as possible47,48,49 and
they need to know how to work with communities – in particular with men and boys – on changing attitudes and practices related to
gender inequality and violence.

Table 3.2 Person-centredness: evidence of its
contribution to quality of care and better outcomes
Improved treatment intensity and quality of life − Ferrer
(2005) 54
Better understanding of the psychological aspects of a
patient's problems − Gulbrandsen (1997) 55
Improved satisfaction with communication −
Jaturapatporn (2007) 56
Improved patient conﬁdence regarding sensitive
problems − Kovess-Masféty (2007) 57
Increased trust and treatment compliance − Fiscella
(2004) 52
Better integration of preventive and promotive care −
Mead (1982) 50

Thus, technical advice on lifestyle, treatment schedule or referral all too often neglects
not only the constraints of the environment in
which people live, but also their potential for selfhelp in dealing with a host of health problems
ranging from diarrhoeal disease 60 to diabetes
management 61. Yet, neither the nurse in Niger’s
rural health centre nor the general practitioner
in Belgium can, for example, refer a patient to
hospital without negotiating62,63: along with medical criteria, they have to take into account the
patient’s values, the family’s values, and their
lifestyle and life perspective 64.
Few health providers have been trained for
person-centred care. Lack of proper preparation
is compounded by cross-cultural confl icts, social
stratification, discrimination and stigma 63. As a
consequence, the considerable potential of people
to contribute to their own health through lifestyle, behaviour and self-care, and by adapting
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Box 3.4 Empowering users to contribute to their own health
Families can be empowered to make choices that are relevant to their health. Birth and emergency plans 66 , for example, are based on
a joint examination between the expectant mother and health staff − well before the birth − of her expectations regarding childbirth.
Issues discussed include where the birth will take place, and how support for care of the home and any other children will be organized
while the woman is giving birth. The discussion can cover planning for expenses, arrangements for transport and medical supplies, as
well as identiﬁcation of a compatible blood donor in case of haemorrhage. Such birth plans are being implemented in countries as diverse
as Egypt, Guatemala, Indonesia, the Netherlands and the United Republic of Tanzania. They constitute one example of how people can
participate in decisions relating to their health in a way that empowers them67. Empowerment strategies can improve health and social
outcomes through several pathways; the condition for success is that they are embedded in local contexts and based on a strong and
direct relationship between people and their health workers 68 . The strategies can relate to a variety of areas, as shown below:
Q developing household capacities to stay healthy, make healthy decisions and respond to emergencies − France’s self-help organization
of diabetics69, South Africa’s family empowerment and parent training programmes70, the United Republic of Tanzania’s negotiated
treatment plans for safe motherhood71, and Mexico’s active ageing programme72;
Q increasing citizens’ awareness of their rights, needs and potential problems − Chile’s information on entitlements73 and Thailand’s
Declaration of Patients’ Rights74;
Q strengthening linkages for social support within communities and with the health system − support and advice to family caregivers
dealing with dementia in developing country settings75, Bangladesh’s rural credit programmes and their impact on care-seeking
behaviour76, and Lebanon’s neighbourhood environment initiatives77.

professional advice optimally to their life circumstances is underutilized. There are numerous,
albeit often missed, opportunities to empower
people to participate in decisions that affect
their own health and that of their families (Box
3.4). They require health-care providers who
can relate to people and assist them in making
informed choices. The current payment systems
and incentives in community health-care delivery often work against establishing this type of
dialogue65. Confl icts of interest between provider
and patient, particularly in unregulated commercial settings, are a major disincentive to personcentred care. Commercial providers may be more
courteous and client-friendly than in the average
health centre, but this is no substitute for personcentredness.

fi rst present their problem, that the need for a
comprehensive and integrated offer of care is
most critical.
Comprehensiveness makes managerial and
operational sense and adds value (Table 3.3).
People take up services more readily if they know
a comprehensive spectrum of care is on offer.
Moreover, it maximizes opportunities for preventive care and health promotion while reducing
unnecessary reliance on specialized or hospital
care 81. Specialization has its comforts, but the
fragmentation it induces is often visibly counterproductive and inefficient: it makes no sense to
monitor the growth of children and neglect the
health of their mothers (and vice versa), or to treat
someone’s tuberculosis without considering their
HIV status or whether they smoke.

Comprehensive and integrated responses

Table 3.3 Comprehensiveness: evidence of its
contribution to quality of care and better outcomes

The diversity of health needs and challenges that
people face does not fit neatly into the discrete
diagnostic categories of textbook promotive, preventive, curative or rehabilitative care78,79. They
call for the mobilization of a comprehensive range
of resources that may include health promotion
and prevention interventions as well as diagnosis
and treatment or referral, chronic or long-term
home care, and, in some models, social services80.
It is at the entry point of the system, where people
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Better health outcomes − Forrest (1996) 82 , Chande
(1996) 83 , Starﬁeld (1998) 84
Increased uptake of disease-focused preventive care
(e.g. blood pressure screen, mammograms, pap smears)
− Bindman (1996) 85
Fewer patients admitted for preventable complications of
chronic conditions − Shea (1992) 86
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That does not mean that entry-point health
workers should solve all the health problems
that are presented there, nor that all health programmes always need to be delivered through
a single integrated service-delivery point. Nevertheless, the primary-care team has to be able
to respond to the bulk of health problems in the
community. When it cannot do so, it has to be
able to mobilize other resources, by referring or
by calling for support from specialists, hospitals,
specialized diagnostic and treatment centres,
public-health programmes, long-term care services, home-care or social services, or self-help
and other community organizations. This cannot
mean giving up responsibility: the primary-care
team remains responsible for helping people to
navigate this complex environment.
Comprehensive and integrated care for the
bulk of the assorted health problems in the community is more efficient than relying on separate
services for selected problems, partly because it
leads to a better knowledge of the population and
builds greater trust. One activity reinforces the
other. Health services that offer a comprehensive
range of services increase the uptake and coverage of, for example, preventive programmes, such
as cancer screening or vaccination (Figure 3.3).
They prevent complications and improve health
outcomes.
Comprehesive services also facilitate early
detection and prevention of problems, even in the
absence of explicit demand. There are individuals
and groups who could benefit from care even if
they express no explicit spontaneous demand, as
in the case of women attending the health centres
in Ouallam district, Niger, or people with undiagnosed high blood pressure or depression. Early
detection of disease, preventive care to reduce
the incidence of poor health, health promotion
to reduce risky behaviour, and addressing social
and other determinants of health all require the
health service to take the initiative. For many
problems, local health workers are the only ones
who are in a position to effectively address problems in the community: they are the only ones,
for example, in a position to assist parents with
care in early childhood development, itself an
important determinant of later health, well-being
and productivity87. Such interventions require
proactive health teams offering a comprehensive

range of services. They depend on a close and
trusting relationship between the health services
and the communities they serve, and, thus, on
health workers who know the people in their
community88.

Continuity of care
Understanding people and the context in which
they live is not only important in order to provide a comprehensive, person-centred response,
it also conditions continuity of care. Providers
often behave as if their responsibility starts when
a patient walks in and ends when they leave the
premises. Care should not, however, be limited to
the moment a patient consults nor be confi ned to
the four walls of the consultation room. Concern
for outcomes mandates a consistent and coherent
approach to the management of the patient’s problem, until the problem is resolved or the risk that
justified follow-up has disappeared. Continuity
of care is an important determinant of effectiveness, whether for chronic disease management,
reproductive health, mental health or for making
sure children grow up healthily (Table 3.4).

Figure 3.3 More comprehensive health centres have better
vaccination coveragea,b
DPT3 vaccination coverage (%)
Democratic Republic of the Congo
(380 health centres, 2004)
Madagascar (534 health centres, 2006)
Weighted average of coverage
in each country quintile
Rwanda (313 health centres, 1999)
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a Total

1227 health centres, covering a population of 16 million people.
b Vaccination coverage was not included in the assessment of overall health-centre
performance across a range of services.
c Includes vaccination of children not belonging to target population.
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Table 3.4 Continuity of care: evidence of its
contribution to quality of care and better outcomes
Lower all-cause mortality − Shi (2003) 90 , Franks
(1998) 91, Villalbi (1999) 92 , PAHO (2005) 93
Better access to care − Weinick (2000) 94 , Forrest
(1998) 95
Less re-hospitalization − Weinberger (1996) 96
Fewer consultations with specialists − Woodward
(2004) 97
Less use of emergency services − Gill (2000) 98
Better detection of adverse effects of medical
interventions − Rothwell (2005) 99 , Kravitz (2004)100
Continuity of care depends on ensuring continuity of information as people get older, when
they move from one residence to another, or when
different professionals interact with one particular individual or household. Access to medical
records and discharge summaries, electronic,
conventional or client-held, improves the choice
of the course of treatment and of coordination
of care. In Canada, for example, one in seven
people attending an emergency department had
medical information missing that was very likely
to result in patient harm101. Missing information
is a common cause of delayed care and uptake
of unnecessary services102. In the United States,
it is associated with 15.6% of all reported errors
in ambulatory care103. Today’s information and
communication technologies, albeit underutilized, gives unprecedented possibilities to
improve the circulation of medical information
at an affordable cost104, thus enhancing continuity, safety and learning (Box 3.5). Moreover, it is
no longer the exclusive privilege of high-resource
environments, as the Open Medical Record System demonstrates: electronic health records
developed through communities of practice and
open-source software are facilitating continuity
and quality of care for patients with HIV/AIDS in
many low-income countries105.
Better patient records are necessary but not
sufficient. Health services need to make active
efforts to minimize the numerous obstacles to
continuity of care. Compared to payment by
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capitation or by fee-for-episode, out-of-pocket
fee-for-service payment is a common deterrent,
not only to access, but also to continuity of care107.
In Singapore, for example, patients were formerly
not allowed to use their health savings account
(Medisave) for outpatient treatment, resulting
in patient delays and lack of treatment compliance for the chronically ill. This had become so
problematic that regulations were changed. Hospitals are now encouraged to transfer patients
with diabetes, high blood pressure, lipid disorder
and stroke to registered general practitioners,
with Medisave accounts covering ambulatory
care108.
Other barriers to continuity include treatment
schedules requiring frequent clinic attendance
that carry a heavy cost in time, travel expenses
or lost wages. They may be ill-understood and
patient motivation may be lacking. Patients may
get lost in the complicated institutional environment of referral hospitals or social services. Such
problems need to be anticipated and recognized
at an early stage. The effort required from health
workers is not negligible: negotiating the modalities of the treatment schedule with the patients
so as to maximize the chances that it can be
completed; keeping registries of clients with
chronic conditions; and creating communication
channels through home visits, liaison with community workers, telephonic reminders and text
messages to re-establish interrupted continuity.
These mundane tasks often make the difference
between a successful outcome and a treatment
failure, but are rarely rewarded. They are much
easier to implement when patient and caregiver
have clearly identified how and by whom followup will be organized.

A regular and trusted provider as
entry point
Comprehensiveness, continuity and person-centredness are critical to better health outcomes.
They all depend on a stable, long-term, personal relat ionsh ip (a feat u re also cal led
“longitudinality”84) between the population and
the professionals who are their entry point to the
health system.
Most ambulatory care in conventional settings
is not organized to build such relationships. The

